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Abstract 
Why is ABCT a successful, vibrant, and growing association when most other professional 
associations are withering on the vine? Since the first annual meeting of the organization, which 
I was privileged to attend, I have witnessed repeated changes in direction as new paradigms were 
introduced and debated. The clashing of ideas in these debates in our Association over the years 
centered on such things as classical versus operant learning principles, cognitive versus 
behavioral modes of intervention, the introduction of a focus on modifying affect and emotion, 
and ―third wave‖ approaches. Indeed the very founding of the organization was based on a 
fundamental paradigm clash with the prevailing psychoanalytic approaches in the 1960s. The 
fact that through it all the organization continues to thrive reflects the secret to our success and 
our fundamental strength, a reliance on the slow but inexorable progress of science. 
Keywords:  paradigm clashes; foundation; debates; future 
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In September of 1967 at the inaugural meeting of the Association for the Advancement 
of Behavior Therapy (AABT, now ABCT) in Washington, DC, I presented my first professional 
paper titled ―Control of Classic Neurotic 'Symptoms' Through Reinforcement and Non-
Reinforcement.‖ In those days there were no poster sessions at conventions, an innovation that 
was not introduced until the 1970s, and as a third-year graduate student it was expected that I 
would simply dive in and actually present a paper, an expectation that held true for all graduate 
students interested in pursuing a career in clinical research. Since it was the first ever meeting of 
this fledgling organization, the program was modest and consisted of several hours of paper 
presentations late in the afternoon over the course of 2 days after the regular program of the 
American Psychological Association concluded, a meeting on which we were ―piggybacking.‖ 
Although anxiety had driven me to prepare meticulously for this presentation, it did not help that 
as the presenter just before me began to speak his glass slides dropped into the slide projector 
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and shattered, causing the presenter to freeze in place until the audience, growing inpatient, 
began chanting to him that he just start talking! Finding himself incapable of this, he just sat 
down and it was my turn. Fortunately for me I was sitting beside Dr. Joseph Wolpe, with whom I 
had worked the summer before (1966), much to my benefit. As one of the founding fathers of 
behavior therapy and soon to be the second president of AABT, his reassurance (and expertise in 
anxiety reduction) saw me through that potentially traumatic experience and also deepened my 
interest in studying anxiety, a focus that has now occupied me for 50 years. 
ABCT and I grew up together, and have experienced the usual ups and downs of any 
developmental trajectory. Now, as I approach the end of my career and we celebrate the 50
th
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anniversary of an organization that has been my true professional home all these decades, it is 
incredibly rewarding to see how successfully ABCT has achieved its mission of building a 
scientific foundation for applied approaches to behavioral health. It is also remarkable that 
ABCT continues to grow and prosper unlike almost every other professional organization where 
membership and revenue decline are endemic. It was not always so clear that this would happen 
because of the usual growing pains and conflicts in any organization over the decades, and I 
thought it might be interesting and perhaps useful to younger clinicians and clinical scientists to 
review just a few of the paradigm clashes that have occurred in the organization, along with 
some selected anecdotes, and use these examples to reflect on where we might be headed.  
The first reflection concerns the title of my very first paper presentation and the use of the 
term neurotic “symptoms,” with the word "symptoms" purposefully bracketed by quotations. At 
that time DSM-II (American Psychiatric Association, 1968) had not been published, let alone 
DSM-III (American Psychiatric Association, 1980), and contemporary nosological systems 
offered only very loose global definitions of disorders focused on presenting problems. The 
prevailing catch-all category for most nonpsychotic disorders, particularly disorders presenting 
with strong negative affect, was neurosis, which presumed a specific psychoanalytically based 
etiological process with the resulting behavioral manifestations or ―symptoms‖ considered only 
superficial and relatively trivial manifestations of that process. Because of this, patients were 
typically identified by sometimes unreliable descriptions of their most prominent presenting 
behaviors or personality features (such as paranoid or agoraphobic) and formal diagnostic 
categories were widely ignored. So the purpose of putting the term ―symptoms‖ in quotation 
marks reflected the prevailing paradigm clash in those days between fledgling behavioral 
approaches and the overwhelmingly predominant psychoanalytic view of the world. Since one of 
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the major reasons for founding a new professional organization, AABT, was to provide a home 
for the very few professionals who did not subscribe to psychoanalytic theory, the use of 
quotations was an attempt to communicate that we did not believe that behaviors subsumed 
under the term ―neurotic‖ were symptoms of anything, let alone an underlying conflict. Our 
terminology was to become clearer in some subsequent publications where we would use the 
term ―neurotic behavior‖ (e.g., Agras, Leitenberg, Barlow, & Thomson, 1969). It wasn’t long 
before we abandoned the use of the term ―neurotic‖ or ―neurosis‖ altogether, and this was 
followed in 1980 by the very controversial step on the part of the American Psychiatric 
Association of deleting the term entirely from the nomenclature with the publication of DSM-III. 
So it is ironic indeed that almost 50 years after the presentation of my first paper we published an 
article entitled ―The Nature, Diagnosis, and Treatment of Neuroticism: Back to the Future‖ 
(Barlow, Sauer-Zavala, Carl, Bullis, & Ellard, 2014). This reflection underscores the often 
observed principle that advances in science frequently involve revisiting past observations from a 
new perspective based on accumulated wisdom and scientific fact in the intervening period of 
time. 
But to return to the major paradigm clash of psychoanalytic theory and behavior therapy 
at that time, it would lead to some strange behavior on my part as reflected in the next anecdote. 
After finishing my master’s degree at Boston College in 1966 under the mentorship of Joe 
Cautela, who had been deeply influenced himself by Wolpe several years previously, and was 
later to become the seventh president of the Association, Cautela arranged for me to spend the 
summer with Wolpe. At the time Wolpe was in Philadelphia at the Eastern Pennsylvania 
Psychiatric Institute, then affiliated with Temple University where he held a faculty appointment 
in psychiatry. Wolpe, a South African psychiatrist who earlier had to flee his native South Africa 
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since he was in danger of arrest due to his strong and activist anti-apartheid views, had spent 
some time in England and the United States before moving to Temple in the early 1960s.  By 
1966 he was running a very active clinical unit, and since he had something new and promising 
to offer in terms of treatment called ―Behavior Therapy,‖ many patients were referred who had 
already failed to benefit from long-term psychodynamic psychotherapy or medications available 
at that time. As a graduate student this was a very exciting time since, under Wolpe’s 
supervision, we would utilize many behavioral procedures, including systematic desensitization, 
assertive training (which was a specialized form of helping people function better in demanding 
interpersonal situations), as well as deep muscle relaxation techniques, then one of the bedrock 
strategies in behavior therapy used in systematic desensitization and other applications. Visitors 
from around the world came to see what this new Behavior Therapy was all about, and we would 
engage in stimulating and interesting discussions of these sometimes difficult cases. Once a week 
I would accompany Wolpe over to the main Department of Psychiatry at Temple where he 
would treat a patient using behavioral techniques such as systematic desensitization in an 
ongoing seminar format in front of 15 or 20 assorted psychiatric residents and faculty. Wolpe 
simply sat in the middle of a room with the patient with everyone seated in a circle around him. 
As the weeks went by the patient would often improve dramatically, which would be surprising 
and even shocking to the residents and faculty deeply steeped in psychoanalytic thought, who 
would then spend the rest of the session trying to interpret what Wolpe was doing in 
psychoanalytic terms. At one point after a particularly skillful session a resident approached me 
saying, ―Isn’t it just the case that Dr. Wolpe is wonderful at forming alliances and that this 
patient’s progress is simply due to the effects of the alliance and resulting transference?‖ Already 
a ―true believer,‖ I found myself replying ―no,‖ and that any success could not be due to Wolpe’s 
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skill as a clinician because we often interchanged therapists with the same patient during the 
course of treatment (which was true), and that it really was the new behavior therapy techniques 
that were important! In later years I would recount to Wolpe how I found myself in the position 
of renouncing his therapeutic skills (feeling something like a ―Judas‖) because, in fact, Wolpe 
was indeed a wonderful, warm, and supportive therapist.  
It is clear to everyone now that we prevailed in that paradigm clash and, at least at the 
level of policy, an evidence-based approach to behavioral problems based on the sound tenets of 
science has prevailed over nonempirical schools of psychotherapy emanating from unproven 
theories. What historians of science may someday wonder is why—and I think a large part of the 
answer can be found in another anecdote in the annals of our Association from those early years. 
Once again the anecdote involves Wolpe, but also a young and very bright postdoctoral fellow at 
the time, who not long after would go on to become the eighth president of AABT, Jerry 
Davison.  
The best-known behavior therapy intervention in those years was Wolpe’s technique of 
systematic desensitization, in which patients with phobias would imagine their phobic situations 
arranged on a hierarchy based on patient ratings of intensity of fear while deeply relaxed under 
the therapist’s direction. Patients would slowly move up a hierarchy of these imaginal situations 
from least fear provoking (e.g., looking at a spider across the room) to most fear provoking 
(holding the spider) contingent on their fear diminishing and, as the theory went, the anxiety 
would be ―reciprocally inhibited‖ by the relaxed response. In Wolpe’s view this process occurred 
at a very basic peripheral neurological level as outlined in his landmark book, Psychotherapy by 
Reciprocal Inhibition (Wolpe, 1958), that many hailed as the true beginnings of behavior 
therapy. But, during one of those early meetings, still small enough that all attendees were in the 
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same room, Jerry Davison stood up in the midst of a discussion, looked at Wolpe, and pointed 
out that the physiological components of the theory were not tenable scientifically, and that the 
process almost certainly was best described as counterconditioning citing supporting data. A 
debate ensued but, of course, he was right. This was an important early example to me that the 
scientific process could, in fact, direct and guide the development of knowledge in a clinical 
context, a radical assumption indeed at that time but most would agree an assumption that has 
been largely responsible for the success of ABCT.  
As psychoanalysis began to wane, other paradigm clashes within the Association would 
arise occasionally, reflecting the tenor of the times, only to be supplanted by new perspectives 
and new views. These issues were always discussed and argued in the open forums of our annual 
conventions or on the pages of our fledgling journal, Behavior Therapy, and a handful of other 
similar journals that existed at that time. An early example concerned the ―learning theory‖ basis 
of behavior therapy or behavior modification that was often described in those days as applying 
the principles of learning to the clinic. At that time there were two major schools or approaches, 
roughly divided into behavior therapy based on classical conditioning principles, and behavior 
modification based on Skinnerian operant conditioning principles. During the first 10 years of its 
existence, six presidents—Franks, Wolpe, Lazarus, Brady, Cautela, and Davison—could be said 
to fall into the behavior therapy camp, while four others—Azrin, Risley, Patterson, and 
Ullman—were more focused on exploring applications of operant ―contingency management‖ to 
difficult behavioral problems most often involving children or institutionalized populations of 
individuals with psychotic conditions. 
As the years went by arguments focusing on the origins of behavioral problems as fundamentally 
related to either operant or classical conditioning principles began to subside as approaches 
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emanating from these principles became more integrated both in treatment application and in 
methodologies used. For our part we focused on integrating the idiographic functionally analytic 
methodologies directly derived from the operant laboratories into the clinic, a very new approach 
to clinical research. Working under the guidance of Harold Leitenberg, a new professor at the 
time at the University of Vermont who was trained in operant conditioning in the animal 
laboratories at Indiana University, and who was one of my mentors, this approach emphasized 
repeated measurement and functional analysis in individual patients and came to be called 
single-case experimental designs (e.g., Agras, Leitenberg, & Barlow, 1968). These studies in 
turn led to a paper describing this methodology, published in the Archives of General Psychiatry 
(Barlow & Hersen, 1973), and ultimately the first edition of a book on the same topic (Hersen & 
Barlow, 1976). In 1979, in my own presidential address to the AABT convention, I described the 
promise of an increased focus on idiographic processes and functional analyses across all of 
cognitive behavioral therapy as a way to better discover the underlying mechanism of action of 
our treatments (Barlow, 1980). 
In the early 1970s the next major paradigm clash occurred initiated by a relatively 
unknown psychiatrist I invited to the convention in 1973 in my role as Program Chair to present 
the principles of his new approach to depression based on directly addressing cognitive errors 
associated with depressive states. Aaron T. (Tim) Beck is fond of recounting his preparation of 
15 or 20 copies of handouts describing some of the principles of his treatment, enough for the 
audience he expected at a conference of behavior therapists, only to find the room he had been 
assigned overflowing out the door with 100 or more attendees. The rest is history, as they say, 
but a contentious period it was among those who still held to the tenets of John B. Watson and 
the Skinnerians that the only appropriate subject matter for behavioral scientists was observable 
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behavior. Debates flared but began to diminish by the end of the decade to usher in the era of 
cognitive behavioral therapy and, ultimately, after arousing some of the same passions once 
again in 2005, a fundamental change of the name of the Association to its current cognomen. 
A further major development, if not a paradigm clash, was first heralded in 1981 during 
the presidential address of Terry Wilson when he famously noted that since we now had 
behavior therapy and cognitive therapy coexisting and increasingly integrated within our 
association, could affective therapy be far behind? This could have been the original ―third 
wave,"  but indeed, the debut of a focus on affect or emotion was relatively far behind since it 
would be another 10 or 20 years or so before principles of emotion regulation and dysregulation 
would mainstream into traditional CBT (Barlow, 1991). In 1988 I had proposed that a necessary 
component of modifying pathological emotion, based on the century-old tenets of emotion 
theory, would be changing action tendencies, or what we now refer to as emotion-driven 
behavior, in addition to cognitive processes and other behavioral change. But when the 
influential work of James Gross began to appear on regulating emotion through antecedent- and 
response-focused strategies, referred to as the ―process model‖ of emotion regulation, these 
strategies were quickly picked up by clinicians and incorporated into CBT (Gross 1998, 2007; 
Hofmann, 2016).   
Returning to paradigm clashes, a creative clinical scientist emanating from the operant 
conditioning wing of our association, Steve Hayes, presented a very strong presidential address 
in 1998 introducing the real so-called ―third wave‖ of cognitive-behavior therapy following the 
first wave (behavior) and the second wave (cognitive) (Hayes, 2004). While Hayes makes it very 
clear that he considers Acceptance and Commitment Therapy (ACT), the treatment approach 
derived from his somewhat different theoretical conception (Hayes, Strosahl, & Wilson, 2012), 
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squarely within the cognitive behavioral tradition, debates continue in the literature and at the 
annual convention on the relative merits of this approach versus more traditional cognitive and 
behavioral approaches and/or the extent to which ACT really represents something new, 
particularly from a mechanistic point of view. As with previous paradigm clashes in ABCT, the 
debates have occurred in a very transparent manner, generating new and testable hypotheses and 
the collection of additional data to the benefit of us all. 
Finally, and most recently, another rather startling notion has emerged suggesting that we 
may have to look beyond the study of behavior, now focused on cognition and emotion, to 
incorporate neurobiological processes into conceptions of etiology and treatment (Craske, 2014). 
This proposal emanates from findings that, despite our impressive success in developing 
evidence-based cognitive behavioral treatments for a large number of problems (Barlow, 2016b; 
Barlow, Bullis, Comer, & Ametaj, 2013), there is substantial room for improvement in both the 
quality of the response among those individuals who do respond as well as the absolute numbers 
of people who respond to any given intervention. 
Until recently, of course, the nature of the basic sciences from which the cognitive-
behavioral interventions were drawn was not thought to include neuroscience. For example, the 
estimable journal Behavior Therapy puts on its masthead that it is devoted to ―the application of 
behavioral and cognitive sciences to the treatment of psychopathology and related clinical 
problems,‖ without mention of neuroscience. But because of enormous advances during the last 
decade in our ability to examine brain function more directly, we have delved more deeply into 
the neurobiological nature of psychopathology as well as the putative neurobiological 
mechanisms of existing cognitive-behavioral treatments. Not that we haven't known something 
about this for a number of years. For example, while it has been long assumed that 
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neurobiological processes undergird behavior (broadly conceived as cognitions, emotions, and 
behavioral responding), it is still surprising to many that changing behavior directly can result in 
specific and dramatic changes in brain function and structure despite advances dating back to 
Nobel Prize–winning Eric Kandel (1983). To take one early example familiar to many members 
of ABCT, one of the most heritable behavioral disorders is blood-injection-injury phobia. 
Individuals with this disorder, which aggregates in families at rates close to 70%, develop a 
hypotensive response (feeling queasy) to experiences or even images of blood, injections, etc. 
(and unlike the usual phobic arousal response consisting of increased blood pressure and heart 
rate). This response, characterized as a vasovagal syncope, seems to be an overreaction of the 
sinoaortic baroreflex arc that is responsible for sudden drops in blood pressure. The result is 
often a ―swoon‖ or even fainting (Oar, Farrell, Waters, & Ollendick, 2016; Öst, 1992). And yet, 
successful psychological treatments for this condition, involving tailored exposure procedures, 
not only alleviate or cure the phobic avoidance syndrome in many cases but also normalize 
function in the sinoaortic baroreflex arc (Kozak & Miller, 1985)! To take another more recent 
and more disturbing example that was the subject of an editorial in a recent issue of the JAMA 
(Bingel, 2014), evidence is reviewed noting that the occurrence of unwanted adverse events 
during drug treatment for a number of conditions is often determined by psychological factors 
rather than medication, since similar adverse effects and symptoms occur to a great extent in 
control groups. These more negative outcomes are referred to as ―nocebo‖ effects in contrast to 
―placebo‖ effects. In one study, for example, negative expectations instilled in patients abolished 
the therapeutic efficacy of the potent µ-opioid remifentanil in the treatment of pain not only at 
the behavioral level but also the neural level as determined by functional magnetic resonance 
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imaging (Bingel, 2014), with effects seemingly mediated through activity in the hippocampus. 
Another recent study focused on migraines replicates these results (Kam-Hansen et al., 2014). 
 
Conclusion 
Through it all, and from the perspective of being present at the beginning, I can say with 
some certainty that we have kept our eye on the ball during the various paradigm clashes and the 
emergence of new knowledge from various areas of basic and applied science. What best 
characterizes our association and reflects our greatest strength is the reliance on the slow but 
inexorable process of scientific discovery to guide our progress, change our course if it needs 
changing, and advance us towards a future where we will be ever more successful in relieving 
the suffering and enhancing the functioning of the people we serve. Having reached a certain 
level of accomplishment, we now contend with what at times seems like the insurmountable 
barrier of better disseminating and implementing our CBT procedures, so it is heartening indeed 
to see that the Dissemination and Implementation Special Interest Group is one of the most 
active in our organization. As I noted at the outset, my own career is drawing to a close but in 
many ways ABCT is still in its adolescence with a large number of young and dedicated new 
members that are the envy of other professional organizations ready to carry us into a promising 
and productive future. 
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Highlights 
 Paradigm clashes have characterized the 50-year history of the Association for 
Behavioral and Cognitive Therapies. 
 The founding of the Association was based on a paradigm clash with psychoanalytic 
theory in the 1960s. 
 Major paradigm clashes have included classical versus operant learning principles, 
cognitive versus behavioral interventions, and "third wave" approaches. 
 A firm focus on the process of science facilitated productive advances from these 
paradigm clashes, and ultimately, the extraordinary success of the Association. 
